Effective doctor-patient communication is an integral part of good clinical care. Telling a patient that he/she has cancer can be a daunting task. If done with empathy and sensitivity it can create an important bond between the doctor and patient. If done brusquely and without tact it can create barriers and lasting hostility. Several key steps help make the breaking of bad news easier for doctors and patients. There is not one 'right formula' but appreciation of and responsiveness to the patient's verbal and non-verbal signals are core skills which can be developed.
Adequate preparation and time are essential for breaking bad news in order to avoid psychological scarring for the patient. If a surgeon attempted a difficult elective operation with inadequate operating time, information, or facilities, a stormy postoperative course with the potential for long-term complications could be expected. There are direct parallels when breaking bad news.
Preparation of the patient can be started at early consultations by anticipating situations that are likely to lead to bad news being given. For example, when investigations are being organised, it is best to be realistic and honest. If a doctor suspects that the tests will confirm a clinical suspicion of malignancy (or even if malignancy is a possible differential diagnosis) it is useful to indicate this to the patient. A phrase such as "I am worried about serious disease and this test will help to exclude it" conveys this. This can also be a useful time to find out how much of the test results the patient wants to be told and whether they want a relative or friend with them at the next consultation. There is a difficult balance between alarming patients unnecessarily and falsely re-assuring them, but there is no room for platitudes or false reassurances as this could lead to a loss of confidence in the doctor at a later stage.
Breaking bad news * forms part of clinical practice * it is a skill that can be taught and improved * patients and relatives appreciate discussion in a sensitive manner * the degree to which the news is bad depends on the gap between the patient's perception of the situation and reality Box 1 Benefits of learning to break bad news in a skilful way Objectives ofbreaking bad news * remember that bad news can never be good news * the task is to close the gap between the patient's perception of the situation and the reality of the situation * the skill lies in controlling the speed of the transition to fit the patient's pace Box 3 Preparation for the interview * make time to do it well * ensure adequate and correct information * ensure privacy * introduce yourself and ascertain how others in the room are related to the patient * sit down and make eye contact * ifthe patient is alone, allow time for the relatives to be there if the patient wants this, where possible Box 4 Beginning the interview The patient may have been falsely re-assured at a previous consultation and this is an opportunity for the doctor to judge the gap between the patient's perception and reality. Conversely, the patient may have been well prepared for the bad news such that their 'gap' is small and the task is easier. After the patient's story has been clarified, the patient should be asked whether he/she wishes the doctor to explain further about the illness or the latest results. It is likely that he/she will reply 'yes' but occasionally may say 'I'd rather not know' in which case the doctor should respect that. Patients should not have information forced on them. The patient's coping strategy can be re-assessed later as it may change throughout their illness or even during the interview.
Breaking the news
If the patient has indicated that he/she wants more information then the doctor can proceed. Explaining slowly using congruent, non-verbal communication and a gentle but solemn voice is best. Giving a warning such as "I am afraid there is a serious problem" followed by a pause allows the patient to prepare for the news.
The patient will often ask for clarification when he/she is ready to listen to more.
The doctor can then give further details and although euphemisms are occasionally helpful it is always best to use the word 'cancer' at some stage to avoid confusion (see box 5). Some people believe that a patient's adjustment to his/her diagnosis is made worse by using the word 'cancer' but recent work has demonstrated that this is not the case. '3 Once the bad news has been broken the doctor should check what the patient has absorbed and if necessary repeat any information that remains unclear. Diagrams, images or analogies can be used. Above all the doctor should try to take things at the patient's pace and accept that any patient will have a limited capacity to absorb details at such times. Acknowledging this and trying to make time available on another occasion is always desirable.
The use of simplified anatomical diagrams can be helpful to patients when explaining the result of investigations. Some patients appreciate being shown the radiological images during this process but, as with other aspects of breaking bad news, the doctor should first check the patient's coping strategy before displaying such images. A range exists between those who cope adequately by not allowing visual images of the cancer to come into their consciousness and those for whom active participation is very important. Images of the cancer make the disease the news rather than the doctor but it is common for the messenger to be blamed. Being defensive is rarely helpful.
Silence Information may take a while to sink in. Silence can feel awkward and it is tempting to rush in with further information. The doctor should wait for a signal that the patient is ready to re-engage in their conversation. The signal might be re-making eye contact or asking further questions. The doctor can empathise, eg, "It must be very hard to take this in" but a pitfall to avoid is jumping in with false hope (see box 6).
Identifying other concerns
After breaking the news and acknowledging his/her feelings the patient's concerns should be established before any discussion of the future takes place. For example, a patient may express concern about uncontrolled symptoms such as pain. Re-assurance can be given that every effort will be made to care for them and to help control troublesome symptoms. Some patients will ask about treatment. The role of surgery, radiotherapy or chemotherapy can then be addressed but it may be preferable to do this at a later interview if the patient seems unable to take in further details. A patient may have prior knowledge of some treatments but many myths abound and so careful explanation of likely side-effects is beneficial. Quoting inflated success rates for treatments should be avoided as it can lead to anger and bitterness later if they fail.
Discussing prognosis
Questions about survival are asked by many patients. When replying to the question "How long have I got?" it is best to avoid a specific prediction. Maguire and Faulkner have highlighted the problem ofpatients and their relatives pacing themselves according to the time that they believe they have left.'4 If the patient deteriorates sooner than anticipated they feel cheated and bitter at not achieving specific goals. An unexpected remission can be viewed as borrowed time and there may be no emotional and physical resources left to cope with this. It is better to acknowledge the uncertainty. Some patients are helped by a framework, for example, "Well it may be months rather than years, but it is unlikely to be a few weeks". This should be followed by repeating the uncertainty of the situation. Occasionally patients or relatives interpret general guidance into specific numbers of weeks or months, no matter how vague the information they have been given.
It is vital at this point to state clearly the aim of any treatment that is available and to emphasise the difference between a 'treatment' and a 'cure'. If cure is not possible then this should be conveyed sensitively.
When confronted by the question "Am I going tO die?" the doctor should remember that this is a brave question and try to be honest. A reply such as "It is likely that the cancer will shorten your life" is one option which allows the patient to ask for more details if they wish to explore this area further.
Some patients ask for guidance on how to recognise disease progression in themselves. The doctor should then describe the symptoms that they believe the patient may experience but avoid frightening details, eg, "You may notice that you are more short of breath or more easily tired". This is also another opportunity for the doctor to ask about any worries that the patient has about their future and to tackle each one separately. The memory of a relative who died in pain from cancer years ago may be a potent source of fear for the patient facing their own death (see box 7).
Case history A junior doctor on-call for the weekend is called to see a young woman who has had a definite carcinoma of the cervix diagnosed but has not yet been told of the diagnosis. The patient is asking what is wrong with her The doctor could: * read the notes carefully to ensure that the correct information is understood * explain to the patient who they are and that they will try to help * sit with the patient, in private if possible, and find out what she understands about her symptoms and investigations * ask the patient if she would like the doctor to explain the results but also ask if she wants a relative to be present * break the news if she wants to know in the manner outlined in the text * write in the notes exactly what has been discussed * try to speak to the consultant's team when they are back on duty. It is unlikely that the doctor will be reproached if they have responded to the patient's wishes and broken the news in a sensitive way Box 9 Case history A middle-aged man with lung cancer has been receiving chemotherapy but a recent CT scan demonstrates marked deterioration of his disease. He is waiting in out-patients to hear the result of the scan from the consultant. The consultant could: * introduce themselves if they have not met the patient before * check what the patient understands about his condition and how he perceives the effect of the treatment so far * warn the patient that the scan is not as good as expected * check that he wants more explanation * explain the scan in detail if requested * go on to discuss alternative management and future prognosis if the patient asks, or offer to see the patient at the next out-patient clinic to let the news sink in before discussing the future Box 10 Closing the interview An important ethical principle is that clinical information should be discussed with a patient first, and only then with the relatives if the patient has given permission for the doctor to do so. The reality is that doctors are sometimes requested by relatives not to tell patients bad news before the doctor has even had a chance to see the patient. Usually the relative expresses fears that the patient will not be able to cope with the news and will 'give up' and they may be worried that the patient will be told bad news in a blunt manner.
In such situations, the doctor needs to be assertive whilst remaining approachable and re-assuring. Explaining the ethical position is often useful as it is not always known by the lay public. The doctor can also explain the difficulties that can be caused by a patient not knowing their diagnosis and can offer to carry out his/her discussion with the patient in as sensitive a way as possible. It is also helpful to point out to relatives that it is a natural response to become upset when hearing of a diagnosis of cancer but that many people do adjust to that knowledge. Finally, relatives should be re-assured that, if the patient indicates a clear desire not to be given bad news, this will be respected.
CULTURAL DIFFERENCES
Different cultural groups have different attitudes to disclosure of medical information. The doctor needs to be alert to this and be prepared to respect the patient's view. If there is also a language barrier and a close relative of the patient is asked to interpret, it is helpful to try and establish how comfortable the relative feels to do so. The doctor needs to be aware that the message conveyed to the patient may be altered by the interpreter because of differing traditions in what is considered acceptable practice. This is a complex area and requires more detailed analysis than is the scope of this article.
